foot, which kept him awake at night. The distal portion of the foot was red or purple, and there were black patches of superficial dry gangrene over the great toe and the heel. Pulsation was absent in the dorsal artery of the left foot, but was present in the dorsal artery of right (sound) foot. The left foot had certainly been run over, but the patient had complained of pains long previously, and slight atrophy of the calf-muscles of the left leg had been recorded three months before the accident, when the patient was at a health resort for treatment.
DISCUSSION.
Dr. ADOLPHE ABRAHAMS asked if this condition was restricted to Jews, and, if so, if Russian Jews alone were sufferers. It had always struck him as singular that certain diseases should be restricted to a race; and the Jewish race in particular appeared to have been particularly unfortunate in being afflicted with rare and exclusive conditions. This was markedly so in the case of amaurotic family idiocy, although in the only patient he had ever seen with that disease it had not been possible to trace any Jewish ancestry.
Dr. WEBER answered that the typical affection seemed to occur almost exclusively amongst Jews belonging to Jewish families from Central Europe, but not necessarily Russian Jews. Similar symptoms might, however, be caused by other kinds of arterial obstruction, especially those resulting from syphilis.
Sclerodactylia of Feet, associated with Arteritis Obliterans
and Gangrene of Toes.
By F. PARKES WEBER, M.D. THE patient, S. P., aged 48, a Russian Jew, was an in-patient under my care in July, 1914. He was a tailor by trade, of poor general nutrition. The skin over the toes of both feet was atrophic, shiny, and looking as if it were tightly stretched out; it was discoloured by purple mottling. Both feet tended to be cold. There was no ancesthesia. I did not feel any pulsation in either dorsalis pedis artery, nor did I feel any arterial pulsation anywhere in the feet. Pulsation in the femoral arteries at the groin, normal. The calf-muscles were somewhat atrophic, but he said that his legs had always been thin. The tip of the fourth toe of the left foot had been cast off about seven years ago, he said, and the fourth toe of the right foot had been amputated two years later. The second toe of the left foot was partially necrosed (dry gangrene), and some bare bone was projecting at the end, where the soft part of the tip had fallen off. There was an ulcer in the atrophic skin over the outer part of the right heel, and over the corresponding part of the left heel there was the scar from a similar previous ulcer. Both feet were stiff and of somewhat flat-foot shape. Dr. James Metcalfe, as a result of examination by Rbntgen-ray skiagrams, reported (July, 1914) that there seemed to be some decalcifica-Feet of the patient S. P. (From a photograph taken on July 20, 1914.) tion of the bones in the feet and partial ankylosis of the joints. The knee-jerks on both sides were rather exaggerated; no plantar reflexes could be obtained. The blood serum gave a negative Wassermann reaction for syphilis, and there was no history of previous syphilis or of alcoholism. The patient had been accustomed to smoke about twentyfive cigarettes a day. He had enjoyed good health until about 1907, when superficial gangrene commenced on the fourth toe of the left foot and the tip of the toe was thrown off. Half a year later the left great toe gave him trouble and an ingrowing (?) toe-nail had to be removed. In 1909 the fourth toe of the right foot became diseased and was amputated with good result. Then, for a long time, he had no fresh trouble with his feet, but about six months before admission an ulcer appeared on the outer side of the left heel. This healed up after about three months, but then a similar ulcer developed on the right heel, which was still present on admission. The gangrene in the second toe of the left foot had commenced about two months before admission, and had been treated with hot fomentations. The patient had never observed any definite " intermittent claudication " in the lower extremities. The arteries of the upper extremities and his brachial bloodpressure appeared normal.' Apart from the condition of the feet there was nothing special (including ophthalmoscopic examination) to be noted, excepting that the patient suffered from pyorrhcea alveolaris.
In the hospital miy surgical colleague, Mr. A. Compton, kindly amputated the second toe of the left foot at the inetatarso-phalangeal joint, and, owing to the defective blood supply to the part, there was hardly any bleeding at the operation. The wound healed up slowly and he was able to get about again. His teeth were extracted on account of the pyorrhcea alveolaris. As a nmedicine he was given syrup of iodide of iron.
The accompanying illustration is from a photograph of the feet taken on July 20, 1914. Since leaving the hospital (in December, 1914) the patient has suffered from great pain about the right great toe, where recently there has also been slight superficial ulceration. He is now markedly aneemic and shows a polymorphonuclear leucocytosis. A blood-count (March 8, 1915) gives: Red cells 2,600,000, and white cells 35,600 to the cubic millinietre of blood; haemoglobin 60 per cent. Of the white cells 74 per cent. are polymorphonuclear leucocytes.
The case seems to me to be one of an atrophic type of sclerodermia, limited to the feet (" sclerodactylia " of the feet), associated with a definite ischaemic condition (due to local arterial disease). In many respects the case resembles the one which I described in the British Journal of Dermatology for 1901 (vol. xiii, p. 41) under the heading, " Trophic Disorder of the Feet-an Anomalous and Asymmetrical Case of Sclerodactylia with Raynaud's Phenomena." Such cases differ considerably from those cases of symmetrical sclerodactylia in which the sclerodactylia is associated with atrophic sclerodermia of the face and ' The brachial systolic blood-pressure is about 145 mm. Hg.; but it is very unstable varying considerably even within a few hours. other parts. A typical example of the generalised atrophic sclerodermia cases is that of a Jewish woman, who has been several times in the German Hospital during the past ten years, and whose case strikingly resembles that of the young woman shown by H. D. Rolleston and S. Vere Pearson at the Clinical Society of London in 1901 as an example of "Generalised Sclerodermia with Raynaud's Disease."' It must be admitted that in the present case, could one examine the dorsal artery of either foot, it would perhaps not be found actually occluded by arteritis obliterans or thrombosis. Possibly one would find only contraction and thickening (not merely apparent thickening) of the middle coat. That is what I found in the examination of the amputated foot of a young m-an whose case I had described in 1901 (in the above-mentioned paper) as an anomalous example of sclerodactylia. I Traits. Clin. Soc. Lond., 1901, xxxiv, p. 215 . The same case was re-described by H. D. Rolleston and G. D. H. Carpenter in Proc. Roy. Soc. Med., 1910, iii (Clin. Sect.) , p. 32, under the heading, " Sclerodermia with Sclerodactyly." A Case of Acromegaly. By F. PARKES WEBER, M.D. THE patient, I. L., aged 48, a Russian Jew, shoemaker by trade. first came under my care in February, 1914 . He said that he formerly enjoyed good health, but that during the last three years he had noticed weakness in the hands, and thought that his nose, lower lip, hands and feet had increased in size. He had chronic glaucomatous changes in both eyes, and an iridectomy had been performed at the Middlesex Hospital three years ago for glauconma in the right eye. The accompanying illustration from a photograph, taken in the German Hospital, shows the appearance of the patient's face and hands on February 23, 1914. The large nose and thick fingers and the feet are fairly characteristic of acromegaly. Vision, owing to the chronic glaucomatous condition of his eyes, was defective, but there was no evidence of hemianopia; and Rontgen-ray skiagrams (Dr. James Metcalfe) of the base of the skull showed nothing special, excepting that the pituitary fossa appeared a little deeper than normal. By Rdntgen-ray examination the bones of the hands were seen to be very thick, but their thickness only corresponded to the great breadth and fleshiness of the whole hands. In regard to the skiagrams of the hands and feet, Dr. Metcalfe reported that the terminal phalangeal bones of the hands showed irregularities and some
